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Summary 
In modern day medical practice, "rules of evidence" 
have been established to grade clinical and research 
findings according to strength. The aim of this study 
is to describe the current pattern of publications in 5 
major Nigerian medical journals in terms of levels of 
evidence. Five major peer-review medical journals 
(Nigerian Q J Hosp Med, Nigerian Post grad Med J, 
West African J Med, African J Med Med Sci, and 
Nigerian J Clin Pract) published in Nigeria were 
included in the study. All articles published in 2005 
and 2006 were accessed, classified into four levels 
of ev idence , and pa t t e rn of p u b l i c a t i o n s was 
described. All eligible 580 published articles were 
analysed. None (0%) achieved level I evidence, 15 
(3%) were level II, 47 (8%) level III, and 258 (44%) 
level IV; and the major i ty (n=260, 45%) of the 
published were classified as non-evidence. There 
were more evidence articles in indexed journals than 
in non-indexed one (/J=().0()0). Among the 260 non-
evidence articles there were 97 (37.3%) case reports, 
28 (10.8%) non - sys t ema t i c review art ic les , 30 
(11.5%) animal studies, 6 (2.3%) laboratory studies, 
3 (1.1%) technical notes and 94 (36 .1%) were 
classified as others (KAP studies, reports, guidelines, 
questionnaire-based studies). The general level of 
evidence of articles published in the five major medical 
journals in the 2-year period 2005-2006 was low as 
only 11% of articles were levels II and III. There is 
a need to improve on the quality and funding of 
medical research in Nigeria in order to promote better 
patient care. 
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R£sum£ 
Dans la pratique de la medicine moderne, "Force de 
1'evidence" ont etc etabli pour rdgler les resultats 
(les rccherchcs cliniqucs en fonction de leur force. 
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Le but de cette etude est de ddcrire la frequence des 
publ icat ions dans 5 journaux mujeurs medicaux 
Nigerian en fonction de la force de Tevidence. Cinq 
journaux medicaux de repute (Nigerian Q J Hosp 
Med, Nigerian Postgrad Med J. West African J Med, 
African J Med Med Sci. el Nigerian J Clin Pract) 
publics au Nigeria dtaient inclus. Tous les journaux 
publids entre 2005 et 2006 dtaient evalues, classes 
en quatre scion leur niveau d 'cvidencc et la frequence 
de publication etait deceit. Tous articles publies 
eligibles dtaient analyses. Aucun (0%) n'atteint le 
niveau d 'evidence I, 15 (3'/r)etaient au niveau II, 47 
(8%) niveau III, et 258 (44'/r) niveau IV; et la majoeite 
(n=260, 45%) des articles publies n avaient pas 
d 'evidence. lis avaient plus articles evident dans les 
journaux indexes que les non indexes (/ '=0.000). 
Parmi les 260 d 'art icles non-evident, ils avaient 97 
(37.3%) cas rapportds, 28 (10.8%) de revue non-
systematique, 30 (11.5%) etude animates, 6 (2.3%) 
etude au laboratoire, 3 ( 1 . 1 % ) notes techniques et 
94 (36.1%) etaient classes eomme autres (guides, 
questionnaire). Le niveau general des evidences des 
articles publies dans les cinq journaux medicaux 
majeurs dans les 2 dernicrcs annees 2005-2006 etait 
faible vu que seulement 11% des articles etaient 
aux niveaux II et III. II est neeessaire d 'ameliorer 
sur la qual i te et le f inancemen t des recherches 
medicales au Nigeria afin de promouvoirdes meilleurs 
soins de sante 

I n t r o d u c t i o n 
Evidence-based medical practice (EBP) is defined 
as "the conscientious, explicit and judicious use of 
current best e v i d e n c e about ca re of individual 
patients' integrated with clinical expertise and patient 
values to optimize outcomes and quality of life" 11). 
Evidence-based care is now regarded as the "gold 
standard" in health care delivery worldwide. EBP 
involves t racking down the available evidence, 
assessing its validity and relevance, and then using 
the "best" evidence to inform decisions regarding care 
|2 | . The primary aim and the most valuable application 
of the evidence-based approach to the practice ol 
medicine is "to encourage the ordinary practitioner 
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to look fo r and m a k e s ense of the ev idence avai lable 
in o rde r to apply it to every day clinical p rob lems" 
13]. 

E B P invo lves the integrat ion of best research 
ev idence with c l inical exper t i se and patient values. 
T h e s e 3 i m p o r t a n t c o m p o n e n t s (bes t r e s e a r c h 
ev idence , cl inical expe r t i s e and patient values) are 
the key to e v i d e n c e - b a s e d pract ice , each one being 
essent ial and ind i spensab le |4) . T h e impor tance of 
hav ing best research e v i d e n c e for the care of patients 
has been e m p h a s i z e d | 5 | , and research evidence have 
been ca t egor i zed a c c o r d i n g to the s t rength of their 
f r e e d o m f rom the var ious biases and errors that beset 
med ica l r e sea rch 12,6). R a n k i n g of ev idence into 
d i f f e r en t levels and g r a d e s of r ecommenda t ion was 
first desc r ibed by Fle tcher & Sacket t about 3 decades 
a g o [7 | . S ince then , severa l tools have been designed 
to rank and c a t e g o r i z e levels of research evidence in 
medica l prac t ice 18,9). Qua l i ty of care has developed 
into a research f ie ld in itself, p rov id ing sophisticated 
m e t h o d s t o c h a n g e c l i n i c a l p r a c t i c e , and 
u n d e r s t a n d i n g w h e r e resea rch is missing is critically 
i m p o r t a n t : and this lack is o f t en the case in general 
p rac t ice [5]. 

T h e r e f o r e , the aim of this study is to describe 
the c u r r e n t pa t t e rn of p u b l i c a t i o n s in f ive ma jo r 

Table 1: 

Journals 

AIV J Med Me 

West Afr J Mc 
Nig Q J Hosp 

Nig Postgrad 

Nig J Clin Pr»i 

N i g e r i a n m e d i c a l j o u r n a l s in t e r m s of levels of 
e v i d e n c e u s i n g A u s t r a l i a n Na t iona l Heal th and 
M e d i c a l R e s e a r c h C o u n c i l ( A N H M R C ) | 8 ) 
guidelines. 

M e t h o d s 
Five ma jo r peer - rev iew medical journa ls (African 
Journal of Medicine and Medical Science {AJMMS) , 
West African Journal of Medicine {WAJM}, Nigerian 
Quar ter ly Journal of Hospital Medic ine ( N Q J H M ) , 
Nigerian Pos tgraduate Medical Journal {NPMJ Jand 
Nigerian Journal Clinical Practice {NJCP)) published 

in Nigeria were included in the s tudy (Table 1). All 
individual art icles f r o m 2 0 0 5 lo 2006 (for AJMMS, 
D e c e m b e r 2 0 0 4 to S e p t e m b e r 2 0 0 6 issues were 
cons ide r ed as the D e c e m b e r 2 0 0 6 issue was not 
a v a i l a b l e at the t i m e o f d a t a c o l l e c t i o n ) were 
accessed, read through and c lass i f ied into four levels 
of ev idence based on the Aust ra l ian National Health 
a n d M e d i c a l R e s e a r c h C o u n c i l ( A N H M R C ) 
guide l ines [8 | . T h i s c lass i f ica t ion incorporates all 
research ques t ions with m i n o r d i f f e r ences (Table 2). 

Art ic les such as s ingle ca se reports , technical 
notes, gu ide l ines , an ima l / l abo ra to ry studies, expert 
opin ion , non-sys temat i c r ev iews , K A P (knowledge, 
attitude and practice) s tudies and other questionnaire-
based s tudies were c o n s i d e r e d non-ev idence (Table 
2). Editorials, letters, d i scuss ions or comment s , notes 
and announcement s were exc luded f rom the analysis. 
Level ca tegor iza t ion and data input were done by 
the first and second au thor s , and uncer ta in t ies were 
settled by d iscuss ion with the third author . 

Data was ana lyzed us ing the so f tware SPSS 
for Windows (vers ion 12.0: S P S S , C h i c a g o IL). For 
a n a l y s i s , s i m p l e f r e q u e n c y c h a r t s , d e s c r i p t i v e 
statistics, and test of s i gn i f i c ance w e r e used . A level 
of /><().05 w a s c o n s i d e r e d to b e s t a t i s t i c a l l y 
significant. 

Slams (Medline/PubMed) 

Indexed 
Indexed 
Not Indexed 
At the time 
Indexed 

Indexed 

Results 
Of the five journals , 4 uî e indexed in Medline/PubMed 
and 1 ( N Q J H M ) w a s not yet indexed in Medline/ 
P u b M e d dur ing the per iod u n d e r cove r (Table 1). A 
total of 5 8 0 a r t i c l e s f r o m the 5 j o u r n a l s met the 
inclusion cr i ter ia fo r the s tudy. Of these, 320 (55%) 
were cons ide red e v i d e n c e ar t ic les and 260 (45%) 
were n o n - e v i d e n c e ar t ic les . W A J M had the highest 
n u m b e r ( 6 7 % ) of e v i d e n c e art icles, and the lowest 
(25%) n u m b e r was found in N Q J H M . Table 3 shows 
the % d i s t r ibu t ion of e v i d e n c e and non-evidence 
articles in the 5 journa l s dur ing the period. There were 

Five major medical journals included in the study 

Owners 

d Sci College of Medicine, University College 
Hospital, Ibadan 

;d West African Postgraduate Medical College 
Med Lagos University Medical Society (LUMS) 

Med J National Postgraduate Mcdical College of 
Nigeria (NPMCN) 

ict Mcdical and Dental Consultants Association of 
Nigeria (MDCN) 
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more evidence articles in indexed journa l s than in 
non-indexed one ( ^ = 0 . 0 0 0 ) (Table 3). 

Table 2: ANHMRC guidelines lor levels of evidence |7 | 

Level I Systematic rcview/meta-analysis of 
random i/ed control led trials (RCTs) 

Level 11 Randomized control trials (RCTs) 
Level III Non-randomized control trials, cohort 

studies, case-control studies, longitu-
dinal studies 

Level IV Retrospective studies/case series 
Non-evidence Case reports, non-systematic reviews, 

technical notes, animal and 
laboratory studies 

Table 3; Distribution of evidence and non-evidence 
articles in the 5 mcdical journals reviewed 

Journals Number of evidence Number of non-
articles (%) evidence articles 

( % ) 

AJMMS 76(56) 60 (44) 
WAJM 106(67) 52(33) 
NQJHM 18(25) 53(75) 
NPMJ 79(55) 65(45) 
NJCP 41 (58) 30(42) 
All Journals 320(55) 260(45) 

evidence articles, majori ty (n=258 ,80%) were Level 
IV ev idence (Table 5). Of the 260 non-evidence 
published articles, majority (n=97 ,37 .3%) were case 
repor t s . O t h e r n o n - e v i d e n c e ar t ic les were non-
systemat ic rev iews (10 .8%), animal experimental 
studies (11.5%), laboratory studies (2.3%) and others 
( K A P and quest ionnaire-based studies, etc) (Table 
6 ) . 

Table 6: Frequency distribution of the non-evidence 
articles 

Non-evidence articles Number (%) 

Case reports 97 (37.3) 
Non-systematic reviews 28 (10.8) 
Animal studies 30(11.5) 
Laboratory experimental studies 6 (2.3) 
Technical notes 3(1.1) 
Tutorials 2(0.8) 
Others (KAP. questionnaire-based studies) 94 (36.2) 
Total 260(100) 

D i s c u s s i o n 
E v i d e n c e - b a s e d p r a c t i c e ( E B P ) i n v o l v e s the 
integration of best research evidence with clinical 
expert ise and patient values [1]. These important 
components (research evidence, clinical expertise and 

Table 4: Levels of evidence in the 5 major medical journals 

1 II III IV Non-evidence Total 

AJMMS 0 3 16 57 60 136 
WAJM 0 6 17 83 52 158 
NQJHM 0 2 3 13 53 71 
NPMJ 0 3 7 69 65 144 
NJCP 0 1 4 36 30 71 
Total 0(0) 15(3%) 47(8%) 258(44%) 260(45%) 580(100%) 

Tahle 5: Frequency distribution of the evidence articles 

Levels Number (%) 

IV 
Total 

0(0) 
15(5) 
47(15) 

258(80) 
320(100) 

Out of the 580 published urticles, none achieved 
level I evidence and only 62 (11%) were Levels II-
III evidence (Table 4). 01' the 320 categorised as 

pa t i en t v a l u e s ) a r e the key to e v i d e n c e - b a s e d 
practice, each one being essential and indispensable 
141. T h e r ec ip roca t ion of bes t ev idence and its 
application to clinical practice produces a dynamic 
model in advancing knowledge for patient care. EBP 
implies not only clinical expertise, but expertise in 
retrieving, interpreting, and applying the results of 
scientific studies, and in communicat ing the risks and 
benefit of di f ferent courses of action to patients 110). 
Treatment decis ions and providing patient care using 
the best evidence and available technology supported 
by sound, rigorous research is fundamental to a state-
of-the-art medical/dental practice 11()|. 
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The present report only deals with one aspect 
of EBP-levels of research evidence. However, it 
must also be emphasised that levels only deal with 
validity of the evidence; other strategies (e.g. critical 
appraisal of the evidence) must be applied to the 
ev idence in o rde r to gene ra t e cl inical ly useful 
measures of its potential clinical implications and to 
incorporate vital pat ient-values into the ultimate 
decision regarding care [ 1,2]. 

In the past, clinicians learned from their own 
exper ience and mis takes , and there was often a 
tendency not to trust opposing views in the presence 
of evidence from clinical trials 111 ]. In 1991, during a 
conference held in Manchester, United Kingdom, the 
editor of the British Medical Journal noted that only 
about 15% of medical interventions were supported 
by good evidence, and that the quality of evidence, if 
any. was low level in those days [ 12). However, the 
situation has changed dramatically in recent years 
due to e f f o r t s by many c l in ic ians , researchers, 
epidemiologists , and statisticians who support the 
concept of evidence-based practice 1111. Clinicians 
began in just the past 12-14 years to substantially 
apply evidence-based practice concepts in the field 
of health care, including surgery, medicine, dentistry, 
nursing, and public health (11). 

T h e genera l level of ev idence of articles 
published in the f ive major peer-review Nigerian 
medical journals in the 2-year period was low as only 
11% of published articles were levels II and III, none 
were level I ev idence (systematic reviews/meta-
analysis of RCTs) and 45% of published articles were 
classified as non-evidence. In addition, majority (80%) 
of articles categorized as evidence were level IV 
evidence (retrospective studies/case series). These 
findings may be a reflection of the quality of research 
being carried out in our institutions. If this is true, 
then attention should be focused on high quality 
researches on questions related to therapy, diagnosis, 
prognosis and aetiology rather than retrospective 
reviews, KAP studies and case reports. In addition, 
research funding; an important element of quality 
research needs to be made available to medical 
r e s e a r c h e r s by the g o v e r n m e n t , gove rnmen ta l 
agencies and non-government organisations in order 
to promote belter patient care. Our findings may also 
reflect the fact that most of the high level/quality 
research (RCTs, cohort and case-control studies etc) 
f ind ings from our ins t i tu t ions are published in 
international journals . In fact, the present study 
revealed that there were more evidence articles in 
indexed journals than in non-indexed one (^<0.05) . 

Nigerian authors may feel comfortable publishing their 
high quality research findings (RCTs, cohort studies, 
case-control studies) in journals indexed in PubMed/ 
Medline rather than non-indexed journals, in order to 
make their research findings accessible worldwide. 

In addition, 67% of research findings published 
in WAJM w a s c a t e g o r i z e d as e v i d e n c e when 
compared with 25%-58%< evidence articles in other 
four journals during the review period. Although, the 
reason for this observation can only be speculated, it 
is our opinion that this may be a reflection of WAJM 
editorial policy. Perhaps , WAJM editors choose 
manuscript with high quality research evidence. 

In the present series, only 3% of published 
articles were randomized controlled trials (RCTs) and 
none were systematic rcview/meta-analysis of RCTs. 
Randomized controlled trials (RCTs) are the "gold 
standard" by which all clinical research relating to 
therapy or preventive interventions is judged |2 | . The 
fact that randomization keeps study groups as similar 
as possible f rom the outset , together with other 
features of the design, such as blinding, sample size 
just i f icat ion, appropr ia te o u t c o m e measures and 
statist ical ana lys i s , m e a n s that RCTs have the 
greatest potential to minimize bias [2,13,14|. However, 
RCTs can not answer all clinical questions especially 
the ones regard ing d i a g n o s i s or ae t io logy. For 
questions related to diagnosis, prognosis or aetiology, 
other study design such as cohort studies, longitudinal 
s tudies or case -con t ro l s tud ie s a re o f t en more 
appropriate 12]. Systematic reviews/meta-analysisof 
RCTs (SR/MA-RCT) otherwise called "secondary 
publicat ion" where avai lable are considered the 
highest level in the evidence hierarchy in terms of 
minimal bias and error |2 , l 11. SR/MA-RCT uses a 
highly reproducible and repcatable predefined method 
and a broad search frame to yield maximum numbers 
of relevant articles, then to select and to critically 
appraise them using standardized criteria to yield the 
valid a r t i c l e s for i n t e r p r e t a t i o n . T h i s method 
intentionally excludes research of poor quality and 
provides instant results for clinicians* reference [ 15 J. 

However, it should also be noted that in some 
cases, RCTs arc not feasible [ I I ] . Despite the rapid 
expansion of new technology in surgery and the 
increas ing adop t ion of RCTs in o ther areas of 
medicine, it has been reported that RCTs form only 
3% to 9% of clinical study design among all areas of 
surgery |4,16-181. T h e most common problem of 
s u r g i c a l R C T , if it is p o s s i b l e at a l l , is the 
m e t h o d o l o g i c a l p r o b l e m and f ea s ib i l i t y of 
randomization. There seems to be a great problem in 



Published <inicies in major Nigerian mcdical journals 

compliance with the random allocation of different 
t r e a t m e n t o p t i o n s , i r r e s p e c t i v e of p a t i e n t 
preference, when compar ing d rugs with surgery 
or standard surgery with new surgical methods 
1161. Also, patient p re fe rence is a ma jo r factor 
hindering the p e r f o r m a n c e of R C T | I 9 | . It is 
always difficult to persuade patients to enter into 
a clinical trial of a new surgical t reatment based 
on hypothesis. Mcdical trials of this type are well 
accepted but surgery is not 1111. The problem of 
surgeons' a t t i tude towards RCTs has a lso been 
c i ted as the m a j o r p r o b l e m s r e s t r i c t i n g the 
performance of RCT in the field of surgery 1181. 

In the present series, 80% of evidence articles 
were level IV evidence. This may reflect the fact that 
retrospective case series are easiest to perform and the 
results can be generated in a relatively short period 1111. 
Authors only need to retrieve the records and analyze 
existing data based on the available follow-up of 
treatment already given to a certain number of subjects. 
There is no need for prospective planning and, thus, the 
cost in t e rms of m o n e y and t ime is r educed : 
Retrospective case series is categorized as the lowest 
level of evidence due to the inability to control error and 
bias in terms of patient recruitment, operators, details of 
treatment, and standardized follow-up parameters such 
as measurement, radiographs, and the actual follow-up 
period 1111. 

Al though, the major i ty of publ ished articles 
in the 5 jou rna l s under cons idera t ion were ei ther 
level IV ev idence ( 4 4 % ) or non-ev idence (45%), 
it is important to d i s t inguish be tween the quali ty/ 
level of clinical ev idence and its impor tance [4| . 
C a s e r e p o r t s a n d c a s e s e r i e s a r e i m p o r t a n t 
a l though they can not be r e g a r d e d as c l in ica l 
e v i d e n c e , b e c a u s e m o s t ' o f t h e t i m e , m o r e 
extensive and larger scale cl inical tr ials cannot be 
conducted without the important f indings described 
in case series and case repor ts |4 ] . Also, animal 
and laboratory expe r imen ta l s tud ies (precl inical 
studies) are important because they are cons idered 
an important s tep b r idg ing the gap be tween case 
reports, technical notes and cl inical trials |4) . New 
surgical techniques or drugs can be tried on animals 
to de tec t any u n f o r e s e e n c o m p l i c a t i o n s and 
ou t comes | 4 | . N e w d e v i c e s can be t e s t ed in 
laboratories be fore they arc inserted into human 
bodies. S o m e t i m e s these s tud ie s a re of u tmost 
i m p o r t a n c e in t e r m s of e t h i c s , p o l i t i c s , 
administrat ion, publ ic heal th , commerc i a l aspects 
and scientif ic va lues | 4 | . Cl inical trials are done 
only af ter "p rec l in ica l " s tud ies suggest that the 

proposed treatment is l ikely to be sale and ef fect ive 
in human subjects . 

C o n c l u s i o n s 
The general level of evidence of articles published in 
the 5 major Nigerian medical journals published in 
Nigeria in the 2-year period was low as only 11% of 
articles were levels 11-111. There is a need to improve 
on the quality of medical research in Nigeria. RCTs. 
cohort studies, case-control studies, longitudinal 
studies with low attrition rale are considered the best 
research designs for clinical questions relating to 
therapy, preventive interventions, aetiology, diagnosis 
or prognosis. Most importantly, research funding is 
an important element of quality research needs to he 
made ava i l ab le to medica l r e sea rchers by the 
government, governmental agencies, pharmaceutical 
industries and non-government organisations in order 
to promote better patient care. 
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